This article provides a comparison of policies and practices focused on the implementation of the concept of recovery in the provision of care for persons with mental illness in four countries: Australia, Canada, England, and Israel. When considering the utility of international comparisons, Baistow [1] maintained that they are very useful in enabling us to gain an understanding of another country's Shulamit Ramon, PhD,
system, deconstruct our own system, use the feedback from others as an alternative yardstick of the worth of our policies; practices and ideas, and make us more reflexive and able to identify the assumptions underlying our policies and practices. We argue that the rediscovered concept of recovery has the potential of acting as a catalyst of a much-needed change in the focus of mental health systems in all four countries. These changes also have profound implications for users and carers, as well as social work as a key discipline in mental health.
The New Meaning of Recovery
Anthony [2] defined recovery as a way of living a satisfying, hopeful, and contributing life even with the limitations caused by illness. Recovery involves the development of new meaning and purpose in one's life as one grows beyond the catastrophic effects of mental illness. (p. 15) Largely rediscovered by service users [3] , recovery is perceived to be a process as well as an outcome [4] , which breaks away from the traditional focus in psychiatry on chronicity as an inevitable impact of experiencing a major mental illness [5] . Rogers, Chamberlin, Ellison, and Crean [6] identified the relevance of selfefficacy/self-esteem, power, community activism, righteous anger, and optimism/ control over the future as the key components in recovery. Anthony [7] developed recovery-oriented service system standards, and Onken, Craig, Ridgway, Ralph, and Cook [8] completed an analysis of the definitions and elements of recovery. They concluded:
Recovery is multidimensional, fluid, nonsequential, complex, and permeates the life context of the individual with some elements linked primarily to the individual and others that are more deeply infused with the role of the community to provide resources and opportunities to individuals as the embark on a recovered journey. (p. 10).
As noted in the following discussion of the country cases, each country is emphasizing different aspects of recovery within their overall commitment to a recovery paradigm. Some put more effort on making formal services more recovery oriented, some put more emphasis on developing supportive community resources and opportunities, and others have funded consumer/peer alternatives.
Although many have expressed unbridled enthusiasm for using recovery as an organizing framework [9] [10] [11] [12] , some have raised appropriate concerns [13] that have been heard in debates all over the globe. These concerns include such issues as
• Is recovery really a new concept?
• Do we have the human resources to do it?
• Does recovery mean the person is cured? • Recovery is not feasible for everyone.
• Is it just another passing fad?
• Is insight required for recovery? • New money is needed for recovery-oriented services.
• Are these new services reimbursable and evidence-based?
• Is professional intervention devalued?
• Does it expose providers to greater risk and liability?
Despite these concerns, most observers would argue that we need a significant refocusing of care into a more client-focused, community-based approach, and such a project would take a significant amount of time and effort, the current system and costs of chronicity, institutionalization, and homelessness should convince us of the urgent need to move in a new direction. The interest in recovery has spread globally, primarily in more developed countries, and the intent of this article is to identify how the recovery paradigm has influenced policy, services, and practice in four countries: Australia, Canada, the United Kingdom, and Israel. This comparative analysis of the implementation of the recovery paradigm is a natural extension of the authors' previous analysis of mental health reform in these four countries [14] .
In terms of global mental health, the four countries involved in this analysis have some similarity in terms of prevalence of mental health disorders, socio-economic status, health and mental health infrastructure, and efforts to engage in mental health reform. Both Israel and Australia are involved in the World Mental Health Survey Initiative [15] of the International Consortium in Psychiatric Epidemiology (see www.hcp.med.arvard.edu/icpe/) but, to date, only the Israeli data are available [16] . All four countries have been involved in the World Health Organization's Project Atlas [17] , which has mapped services and resources available to the mental health sector in member countries. The data for the four countries focused on in this article are provided in Table 1 . Table 1 , despite some missing data, identifies a few trends across the four countries. Canada has, by far, the highest number of psychiatric beds per capita, and this statistic is true for psychiatric hospitals and beds in mental hospitals, general hospitals, and other settings. Australia has the lowest number of psychiatric hospital beds, and Israel has very few beds in general hospitals. In terms of human resources, all four countries have similar numbers of psychiatrists with an overall average of 12.7 per 100,000 population. The United Kingdom, at 104 per 100,000 population, has twice as many psychiatric nurses as Canada and Australia, whereas Israel has only 10.7 psychiatric nurses per 100,000 population. Psychiatric nurses are the most predominate profession in the United Kingdom, Australia, and Canada. Psychologists are the most predominate mental health profession in Israel. The United Kingdom has 10 times the number of social workers, per 100,000 population, when compared with the other countries. The factors influencing the types of human resources employed in each of the four countries become evident in each of the country profiles in the discussion to follow.
The following descriptions of recovery-oriented mental health reform in Australia, Canada, the United Kingdom, and Israel identify some of the major historical highlights; key policy, service, and practice developments; and the challenges encountered in implementing this new vision of recovery. One of the major challenges has been the struggle to define and implement the concept of recovery in a manner that is contextually relevant but still visionary enough to speak to the multiple stakeholders involved in this important reform. As might be expected, each of these four narratives of change is unique.
Policies and Practice in Australia
The Australian mental health system is consists of a public sector service, both specialist and generalist, that coexists with a substantial not-for-profit sector and for-profit inpatient and office psychiatry. Generally, the state governments use federal government funding to provide public sector services, which differ substantially from state to state. Most stand-alone psychiatric hospitals were closed in Australia during the 1990s, replaced by psychiatric units in general hospitals and a range of community-based mental health services. The government-funded not-for-profit disability support sector provides supported housing, rehabilitation services, employment support, and advocacy and advice. As it is also funded predominantly via state governments, there is also considerable variation in this sector among states.
The for-profit sector provides inpatient units and outpatient services, together with a large private psychiatry sector largely underwritten by federal government payments on a fee-for-service basis to private practitioners. Until the early 1990s, mental health policy in Australia was almost exclusively the preserve of the state governments, but since that time the federal government has been much more active in providing policy direction, primarily through a series of National Mental Health Plans. Although the 1989 published document in the National Plan, the rights Source: World Health Organization [17] .
and responsibilities of Consumers [18] , makes no explicit mention of recovery, it does provide the first explicit policy statement about service users, their part in service development, and moving beyond service users being passive recipients of professional decisions about treatment. Thus, implicitly, it provides some degree of optimism about outcomes for service users and thus a prefiguring of later recovery based policy statements. The First Australian National Mental Health Plan of 1992 [19] is primarily focused on directing a massive restructuring of mental health services away from their historic segregated and isolated position into mainstream health services. This policy focus was both a product of and an accelerator of hospital closures and, as a result, also identified that a new and comprehensive range of services must now be integrated across the hospital and the community. Once again, there is no explicit reference to recovery although the document assumes improved outcomes for service users. The Second Plan of 1998 [20] , while maintaining the commitment to system reform outlined in the first plan, adds a very significant emphasis on early intervention, health promotion, and illness prevention. It is in this context that the first explicit references to recovery occur in a national policy document. Nonetheless, it makes only a few references to recovery, mostly in the context of statements about either early intervention or rehabilitation, and even then, the concept is more implicit than explicit [21] . The Third National Mental Health Plan of 2003, however, while reaffirming the directions of the first two plans, represents a quantitative and qualitative leap forward in accepting that recovery needs to be at the core of service provision by claiming a commitment to it as one of the guiding principles of national policy:
Recovery is both a process and an outcome and is essential for promoting hope, well-being, and a valued sense of self-determination for people with mental illness. A recovery orientation emphasizes the development of new meaning and purpose for consumers and the ability to pursue personal goals. Mental health service providers should operate within a framework that supports recovery. [22] Some state governments now explicitly use this concept of recovery as a basis for their policies. It is important to understand that the word recovery is used in Australia in a variety of ways, by a range of people, even differentially with and to many audiences. For consumers the term most commonly seems to convey something like personal recovery understood to be a continuing process. Whereas within the public mental health services the word can encompass a range of meanings from the relatively conservative notion of clinical recovery to something like the more progressive understandings common among consumers. In the not-for-profit sector the most common use of the term is related to functional and social recovery. However, the meanings are interrelated, overlap, and to some extent can be found across all of these contexts.
The notion of recovery has been evident in the work of Australian service user groups and organizations such as the Victorian Mental Illness Awareness Council, and the nongovernment organizational (NGO) sector has been promoting and applying the use of recovery in its literature and many programs guidelines since the early 1990s [23] [24] . The core business of this sector has been the provision of psychosocial rehabilitation rather than clinical services. The peak body for the NGO sector in Victoria initially developed a model of psychosocial rehabilitation based on the 15 principles identified by Cnaan, Blankertz, Messinger, and Gardener [25] . In 1993, at a sector forum, the Psychiatric Disability Services of Victoria reported:
It was felt that the two necessary conditions for effective psychosocial rehabilitation were first the generation of hope, and second the facilitation of social relationships. It was stressed that these were most effectively achieved in settings consistent with the characteristics of community-managed disability support services quite separate and distinct from any clinical service. [26] This statement entails a discernible and implicit engagement with the idea of recovery in a context separate from public mental health clinical services. In part, this reflects the very different nature of the two sectors in terms of program purpose, staffing, and time. It also reflects what is arguably the base from which a more active role for service users has been built over the intervening years so that now service users have key roles in most NGO organizations from membership of boards to frontline service delivery and evaluation.
The most notable example of an interest in recovery in the clinical mental health system, in the Australian context, has been the work of McGorry [27] , beginning with his seminal 1992 paper, "The Concept of Recovery and Secondary Prevention in Psychotic Disorders," through the now-nearly 20 years of work on early intervention in psychotic disorders [28] , with its emphasis on the place of optimism, hope, and recovery principles in program design. This work continues to be influential. The recently published national guidelines for the treatment of schizophrenia and related disorders [29] emphasized not only early and active use of medications but also gave equal space to psychosocial interventions and how attention to an individual's social and cultural environment necessarily underpins recovery and the regaining of a better quality of life. The earliest work was conceptualized most particularly in terms of how early intervention, especially with assertive use of medications, could prevent, or at least minimize, the development of secondary morbidities [28] .
In that sense, such interventions aid recovery from the illness in a way broadly consistent with mainstream medical ideas and practices. Although this model of recovery has broadened out to emphasize a more central role for psychosocial interventions, it nonetheless remains more a set of exemplary practices framed and delivered by professionals, albeit within a high quality and innovative clinical setting, rather than one led by user's definitions of their recovery goals and related journeys.
While the question remains, however, about how wide and how deep this commitment to recovery is in the mainstream public mental health service, there are, nonetheless, many examples of innovative practices that incorporate key ideas espoused in the literature and policy documents. For instance, a 2003 issue of australasian Psychiatry, a publication of the Royal Australian and New Zealand College of Psychiatry, contained a special section of four papers on service users, services, and recovery. One of those papers [5] reported on a qualitative research project designed to gather consumer views on factors important to recovery from schizophrenia. Among the conclusions reported in the paper was the fundamental need to understand the unique individual stories of people in recovery from schizophrenia. Consumers reported, however, a very common negative experience:
To date, health professionals have not been particularly good at hearing how this illness has impacted on the person's life; nor have they been particularly good at trying to understand what impact the clients had on the course of their illness and then trying to facilitate changes. [5, p. S76] There is also anecdotal evidence of varying degrees of uptake of the idea of recovery in practice. For instance, some community mental health services are incorporating the language of recovery in their descriptions of programs and, in some instances, in their formal treatment plans. The most inclusive and probably the largest annual conference in the mental health field in Australia, The Mental Health Services Conference, defined itself in the following terms:
The MHS provides a forum for: the exchange of ideas; professional development; networking and debate, for mental health professionals, consumers, carers, and managers. The MHS aims to promote positive attitudes about mental health and mental illness, and to stimulate debate that will challenge the boundaries of present knowledge and ideas about mental health care. [30] Indeed, The Mental Health Services Conference annual conferences, which typically involve service users in various paper and workshop presentations, give a central place to recovery issues and present a number of annual achievement awards including one for the best National recovery-based program. Some recent examples in Australian social work indicate a significant depth of commitment to recovery and associated ideas. Ryan, Merighi, Healy, and Renouf [31] reported on a series of studies on the idea of expertise in mental health social work and identified three core qualities (i.e., belief, optimism, and caring), which are identifiable in the work of their expert practitioners. Gardner, Lehmann, Brown, and Brookes [32] reported on their collaborative work with a prominent NGO mental health agency to develop strength-focused tools to measure individual change.
In summary, the term recovery and a range of related meanings are in widespread use in Australia. Until now, service users have been the main drivers with a particular emphasis on personal recovery. The nongovernment sector has, among the formal services, the most opportunity and capacity to implement recovery models and mostly emphasizes social and functional recovery. Recovery language is being widely used within the clinical services but not yet generally resulting in radically reformed services.
A Canadian Perspective
Before 1950 public mental hospitals were the primary means of providing mental health-care in Canada. The 1950s saw a shift to community mental health through the process of deinstitutionalization [33] . As in many jurisdictions, there were insufficient resources developed in the community. This situation improved in the 1970s, but there was little consumer involvement in the planning and delivery of these services. Further development was impeded in the 1980s and 1990s largely due to the problems the federal government experienced in balancing budgets and the need to reduce the national debt. The federal government's financial difficulties also served to accelerate provincial differences in organizing mental health services.
In recent years, a community process approach has been gaining momentum [34] . This approach challenges the service paradigm and explores opportunities for consumers to be in control of defining alternative modes of meeting needs within the community [35] . Despite these developments access to service varies by severity of illness; community support services are insufficient, and mental health services in general still exhibit an institutional dominance. Many efforts to reform mental health services in Canada have been undertaken over the past several decades, and Nasir [36] identified a number of central themes in these initiatives:
• correcting the imbalance between institutional and community-based care;
• moving toward a more comprehensive array of services which include treatment; rehabilitation, prevention and mental health promotion; • devolving governance of mental health services at the regional and local levels to increase responsiveness; • the recognition that mental health-care should not be limited to formal mental health supports; and • the involvement of consumers and families as partners in the planning, delivery and evaluation of mental health services.
These themes continue to be central in both provincial and national efforts at reform. The Canadian Mental Health Association has been very influential and their policy document, a framework for Support [37] , captured many of these themes. It also identified the three pillars of recovery as the community, the knowledge base, and the personal resources of the person experiencing a mental illness. The federal government has also funded research to determine what is working in mental health reform. This three-phase project included an evidence-based review of best practice in mental health reform, a situational analysis of mental health reform policies, practices, and initiatives in Canada and the development of guidelines for the implementation of best practices across systems of care [38] .
In the province of Ontario, Canada's most heavily populated province, millions of dollars have gone over a number of years into redesigning the mental health system. Many of these plans have been excellent, but, unfortunately, none have been implemented in a comprehensive fashion [39] . The primary impediments have been (a) lack of money, (b) mental health not being seen as a high enough priority area from the public's perspective, and (c) the turnover in provincial government parties via elections. There has been, however, in recent years the sense that there is something seriously wrong about the current system and that some significant change is essential. Much of this continuing pressure has come from consumer groups and this pressure has been enhanced by the increasingly loud mantra of recovery-focused care.
Various stakeholder groups in the field of mental health in Canada have developed position papers on recovery and community-based systems of care [40] . A Canadian Coalition of Alternative Mental Health Resources has been developed (www.ccamhr.ca) and a newsletter on wellness and recovery is being published (www.crct.org). The Centre for Addictions and Mental Health in Toronto, the largest of its kind in Canada, is currently developing a recovery philosophy to guide its programs and services. A significant amount of recent thinking about recovery in Canada has been influenced by the writing of interest groups and academics in the United States. Of particular note is the central role of recovery in the recent U.S. plan achieving the Promise: transforming mental health Care in america [11] . A National Consensus Conference on Mental Health Recovery and Mental Health systems Transformation was held on December [16] [17] 2004 . These deliberations identified ten fundamental components of recovery including: self-direction, individualization, empowerment, holism, non-linearity, strengths-based, peer support, respect, responsibility and hope. Work has also been done to develop recovery facilitating system performance indicators [41] . The Canadian perspectives that have been articulated embrace many of these components but also tend to make more use of concepts such as empowerment, community support, and social inclusion. The Canadian vision of recovery, at least theoretically, is more community-based than the service-system perspective being promoted in the United States.
This need for major reform of the Canadian system has been taken seriously by the federal government. It requested that the Standing Senate Committee on Social Affairs, Science and Technology examine the state of mental health in Canada and make recommendations for improving the system. This commission, led by Senator Kirby, conducted its work over a two-year period, looking at background research, the development of working papers, written and verbal testimony by experts, waves of consultations with a wide variety of interest groups, such as the Canadian Mental Health Association paper on recovery [40] and the development of draft reports. The Standing Senate Committee's final report, out of the Shadows at last [42] was released in May 2006 and provides 118 recommendations for the government to act on. Recovery, not surprisingly, is a central concept in the report:
The Committee believes that recovery must be at the centre of mental health reform. Even people with the most severe mental illnesses, some who have spent decades under institutional care, can and do recover. Although not everyone living with a mental illness will be able to recover, the Committee believes that recovery should be the primary goal around which the reformed mental health delivery system is organized. [42, p. 5] The committee also concluded that working toward a recovery-focused system is a complex undertaking that rests on three pillars:
• Choice: Access to a wide range of publicly funded services and supports that offer people living with mental illness the opportunity to choose those that will benefit them most; • Community: Making these services and supports available in the communities where people live, and orienting them toward supporting people living in the community; [and] • integration: Integrating all types of services and supports across the many levels of government and across both the public/private divide and the professional/ non-professional dichotomy. [42, p. 6] In terms of the implementation of this transformed delivery system, the committee strongly endorses the shifting of resources from the institutional sector to the community. However, in recognition of the time that this will take, they recommend a Mental Health Transition Fund to cover the transition costs and make a major investment in community-based services. They see this fund as having two major components: a Mental Health Housing Initiative and a Basket of Community Services to be tailored to the unique needs of particular localities. Another major mechanism recommended is the establishment of a Canadian Mental Health Commission to monitor and encourage the implementation of this reformed system of mental health services. The report also offers recommendations in the areas of children and youth, seniors, workplace mental health, addictions, self-help and peer support, research, telemental health, aboriginal peoples, and mental health promotion and prevention.
The general reaction to the work of the commission is favorable. It clearly identifies some of the key issues that need to be addressed and makes concrete recommendations for change. There is, however, some understandable pessimism. We now have a Conservative party in power at the federal level and, to date, they have only been modestly supportive of this initiative. They have provided funding for the establishment of the Mental Health Commission, which has now identified three key initiatives: an anti-stigma campaign, the development of a national mental health strategy, and the creation of a knowledge exchange center.
While we do have some agreement around rhetoric and principles, the really hard issues in achieving a recovery-oriented approach will be confronted in the process of implementation. Will services willingly integrate in the best interest of clients? Can professionals work in a more client-centered, empowering fashion [43] ? Will consumers have a legitimate role in the planning and delivery of services? A recent study of empowerment in a major mental health agency found that while professionals generally supported the principles of empowerment and recovery, they really felt ill-equipped to implement it in day-to-day practice [44] . Consumers, on the other hand, have been clear about what they really need to deal with their illness and survive in the community [34, 45] . Unfortunately, many are skeptical that mental health professionals and systems of care will significantly shift their attitudes and practices to achieve the goals of recovery. Perhaps with continuing pressure to combine recovery principles and best practices [46] we may see gradual progress. Only time will tell-the road to recovery for the mental health system in Canada is a long journey indeed!
Policies and Practice in England
The English mental health system continues to be part of the National Health Service (NHS), available to all citizens free of charge at the point of delivery. The private, for-profit sector is used either by those who can afford to pay or by those referred by the NHS as a way to reduce waiting lists for residential/hospital facilities. Most of its psychiatric hospitals were closed between 1990 to 2000, replaced by community mental health teams, to which a number of specializing teams have been added from the mid-1990s onward (i.e., assertive outreach teams, early intervention teams, and crisis resolution teams). Hospitalization is available in small psychiatric wards within general hospitals and in secure units. Care management was introduced in 1993, initially led by social workers and transferred formally to consultant psychiatrists in 1996 because of concerns with risk management.
Following the formulation of the National Framework for Mental Health in 1999 a National Institute for Mental Health in England (NIMHE) was established, which focuses on the implementation of the framework, especially its social inclusion dimension and on fostering new ways of working for professionals. Users and, to a lesser extent, carers are involved in the work of the NIMHE through regional users networks, led by experts in experience. There are also a number of self-help groups, including Hearing Voices [47] , and some user-led services. The NIMHE is formally responsible for the introduction of recovery policy and practice.
The mental health system has a number of unresolved difficulties, such as its poor reputation due to the continued stigma attached to mental illness by the media, the general public, and politicians. This stigma is related to instances of neglect of care and control, some of which result in tragedies, which (unlike the professionals) the public is sure could have been prevented. A proposed new mental health act that included preventative detention without deterioration in mental health state for people diagnosed as having antisocial personality disorder, which has been a bone of contention for nearly 10 years, was withdrawn due to opposition from professionals, users, and carers. It has been reintroduced in a somewhat diluted form into the new English Mental Health Bill, which became law in July 2007 [48] . The legislation continues to be focused on those at high risk, rather than on the rights and duties of the majority of mental health service users.
Admission wards continue to be problematic settings in terms of lack of safety for female patients, boredom, and overfocus on medication. There are still too many users who move frequently between these wards and an unsatisfactory life in the community. Although many users have expressed their wish to work, thus far only a few have found their way into viable employment projects or vocational training. Loneliness and poverty, living with the side effects of medication, and not being referred to talking therapies continue to typify the lives of a large proportion of users. Consistently, ethnic minority users are receiving a less adequate service than the White majority. Since February 2006, almost all mental health partnership trusts (to which social workers are seconded) have had to cut their workforce due to budget deficits (incurred despite a record investment in the NHS by the government) and the transfer of the overall commissioning responsibility to primary care. Their budgetary state is very similar to all other specialist trusts and the primary care trusts; the results of the real cuts in services are yet to be felt in full.
Recovery appears in its new meaning for the first time in a U.K. policy document in 2001 [49] , following closely the U.S. principles, as does the 2005 guiding statement on recovery, which includes the emerging best practices [50] . The National Institute of Clinical Excellence published guidelines on outcomes related to recovery from schizophrenia [51] . These are written from the perspective of clinicians, failing to take into account not only issues of self-definition of what recovery means to individuals but also key issues such as hope-inducing interventions and giving users control over their own lives [52] .
The attention to social inclusion within recovery is a unique English contribution, which is related to the government's political preference for social inclusion in general and the existence of a social inclusion program within the NIMHE [53] . Its direction compliments the new meaning of recovery in enabling users to become more socially competent and better connected and to develop their education and employment competencies and thus gain more control over their own lives. It is underlined by the strengths approach, which comes initially from social work [54] , and attempts to reduce stigma. Repper and Perkins [55] suggested that social inclusion is an integral part of recovery and outlined a way of working that incorporates both elements.
The NIMHE appointed a national recovery fellow and regional fellows. They focus on training (mainly users) to be mentors of those users who wish to undertake recovery following the wellness recovery action plan (i.e., WRAP) model [56] . Different regions have developed their own approach as to the interpretation of what recovery means and how to go about implementing it.
Some social workers have become directly involved in recovery projects locally (e.g., Northampton). Mental health social workers assume that because their values are attuned to those entailed in recovery that they have always practiced recovery and have the knowledge and the skills to do so. However, the training on the qualifying degree in social work offers very little on recovery in its teaching input on mental health, and the postqualifying training focuses much too much on the legal requirements for mental health social workers engaged in compulsory admission assessment to prepare social workers adequately to do recovery work. Like all mental health professions, social workers too need to move away from the patronizing and pathologizing approach inherent in their attitudes to mental health service users before they can move to the empowering, coaching-like style needed for recovery work.
Research focused on recovery was initiated in 2006, primarily within the recovery and rehabilitation research network group, which is affiliated to the national mental health research network. While a clear policy and implementation process for England is not yet present, the necessity of an attitudinal change among its professionals is recognized by some writers and activists [57] . For recovery to be practiced, a significant move away from the emphasis on the deficit model toward the strengths approach and toward letting users control their lives is essential.
The Implementation of the Recovery Paradigm in Israel
Since 2001 the Israeli Ministry of Health has been in a rapid process of developing community-based psychiatric rehabilitation services as part of the implementation of the Rehabilitation in the Community of Persons with a Psychiatric Disability Law. The Rehabilitation Law legislation reflects the change that has occurred in the Israeli mental health system. Prior to this legislation, the Israeli mental health system mainly focused on providing alternatives to psychiatric hospitalization and neglected community-based psychiatric rehabilitation issues. The Rehabilitation Law broadened the aims of psychiatric rehabilitation while focusing on communitybased services, emphasized the importance of social inclusion of persons with psychiatric disabilities as part of the rehabilitation process, and stated that all Israelis with psychiatric disabilities have the right to community-based psychiatric rehabilitation services provided by the country.
The main changes that took place in mental health policy, in and outside of Israel, and led to the development and implementation of community-based rehabilitation services are as follows. 1 . Deinstitutionalization: Since the 1960s, in the United States and Europe, and the 1980s in Israel, the declared mental health policy was to shift the locus of psychiatric treatment and rehabilitation from psychiatric hospitals to the community. As a result of this policy, some psychiatric hospitals were closed or reduced in size, hospitalization time was shortened, and innovative treatments and rehabilitation services were developed and implemented. The outcomes of these changes are still controversial for different professionals and nonprofessionals in the mental health system. However, the shift of locus and focus in the mental health act influenced the understanding, conceptualization and recognition of persons with psychiatric disabilities, and their ability to integrate into different aspects of society. However, although there was a change of locus in the Israeli mental health system toward a reduction in psychiatric beds and days of psychiatric hospital-ization, a shift of locus in resources did not occur. Thus, psychiatric hospitals still hold most of the mental health resources in Israel. Moreover, most of the policy and decision makers are managers of psychiatric hospitals, and very few are experts from the community-based rehabilitation system. As a result there is an impression that the discussions and the understanding of the policymakers is still focused on services and less on the consumers who should benefit from them. This is contradictory to the rehabilitation spirit in the Western world and to the Rehabilitation Law. 2. a shift from the medical model to the social model: Up until the last few years, the mental health system was characterized by a focus on illness, symptoms, deficiencies and weaknesses, treatment in the hospital, and ambulatories services that focused on medication adherence. In contrast, the social model emphasizes the healthy and functional aspects of the person, his or her strengths, the life quality of the person, and his or her social inclusion. Current professional perspectives assume that persons with psychiatric disabilities have the ability to determine their life goals while living meaningful and satisfying lives. Hence, there is a need to build a rehabilitation system that will rely on mental health providers from different backgrounds and be based on new concepts and new methods. In this new system, the paternalistic approach is diminished and replaced by a more equal and cooperative approach that encourages self-empowerment and recovery. 3. the consumer movement: Consumer movements were, and continue to be, one of the main catalysts in the development of innovative approaches and interventions in the mental health field. Consumer movements have caused policymakers and mental health providers to change their views and attitudes and have had a great impact on the promotion of rehabilitation and recovery approaches. This revolution is even more impressive because the psychiatric system is characterized by an authoritative and paternalistic attitude. However, there are still hesitations among parts of the consumer movement regarding the changes that policymakers have or have not passed. One form of evidence that a change of approach did occur is the Rehabilitation Law-legislation that could not have happened without the involvement and actions of the Israeli consumer movement. 4. new legislation: In the last two decades there has been a growth of legislation that combines mental health and human rights. For example, in 1991, the new law on treatment for persons with mental illness was legislated. The aim of this law is to organize psychiatric hospitalization issues and to offer alternatives to hospitalization. In 1994, the national health insurance law was legislated to assure that all Israelis will have health insurance; in 1998, the Equal Rights for Persons with Disabilities Law was legislated to prevent discrimination against persons with disabilities (i.e., in the workplace and housing) and to promote accommodations and affirmative actions; and in 2000, the Rehabilitation Law was legislated to enhance rehabilitation, recovery, and social inclusion of persons with psychiatric disabilities. By virtue of this law, persons with psychiatric disabilities can make use of rehabilitation services, such as supportive education, supported employment, befriending services, supported socialization, leisure, and supported housing in the community. 5. recovery: The recovery concept in psychiatric rehabilitation has been developed in the last 20 years and has had a positive impact on persons with psychiatric disabilities, their families, and mental health providers. Moreover, the recovery concept had an important role in the antistigma and pro-inclusion efforts-both aimed at diminishing social barriers that hinder life opportunities of persons with psychiatric disabilities and promoting policies that favor recovery-based interventions. The fact that there is now evidence that persons with psychiatric disabilities can and do recover from mental illness gives hope not only to the consumers but also to the providers. This hope enhances the motivation of providers to promote recovery approaches and to advocate for more resources for this field. Hence, the most important contribution of the recovery approach and research was the emphasis on the potential and abilities of persons with psychiatric disabilitiespersons who, two decades ago, were viewed as hopeless.
The recovery paradigm has become a major element of change in policy, practice, and organization of the mental health field in Israel. It implies a new way of thinking, a change of attitude for all the partners who are trying to build a societal and personal new reality for those struggling with all the consequences of being labeled as a person with mental health disorders. Fittingly, the Israeli consumers/ users call themselves "Coppers," from the word coping.
The application of the Rehabilitation Reform in Israeli mental health policy, within which the recovery approach is located, has been transformed during the last decade. Since 1995, it includes efforts to promote the following reforms: Up to now, these reforms are only partially accomplished and have encountered a lot of difficulties. The turning points that have helped the process of change include the following. The acceptance of the idea of improvement was related to external change in policy and resources. This dramatic process changed the way the problem was formulated. This rehabilitation initiative was also accompanied by new training built on this new perspective. That everybody in real time experienced something new, different, and powerful enhanced the internalization of the new recovery concept into practice. 3. The system was transformed from service to person oriented. The Rehabilitation Law of 2000 is focused on the right of a person with a defined psychiatric disability to apply to a regional commission and present before the committee a Personal Rehabilitation Plan. Handling more than 20,000 such applications in five years gave the system new insight about the needs and aspirations of this population. 4. Professionals had to respond to the following queries:
• Can the person (and does he or she want to) build a personal plan?
• What role do professionals and services (interventions) have in this process of plan building? • How we can define outcomes and build a monitoring system, based on a detailed formulation of the personal tasks and purposes of the person, into their plan? • Which interventions can help the person be ready to enter into this personal process of change Some central barriers to recovery have remained in the Israeli context including the following. 1 . Stigma: the attitude of the society, professionals and users themselves is still the major barrier for the implementation of the recovery paradigm. Most people do not believe that a person with psychiatric disorder can improve and recover. There is still a great deal of fear of being in contact with them and accepting them in full as citizens. Thus far, no antistigma campaign has been initiated in the country. 2. the hegemony of the medical model: Although we can see changes in the psychiatric rehabilitation activities, in clinical settings the medical model continues its dominancy. In general, it is paternalistic and pathology oriented. The person is viewed from a very reductionist perspective. 3. Citizenship, war, and recovery: Israel has been at war most of its existence.
The relation between war and recovery is thus far not an issue in the recovery literature. This issue is very broad and relates to many aspects of the recovery paradigm. One example will suffice, taken from our everyday work. A country in war for so many years implies a great influence of the military organization on civil life. People who pursued a military career retire on full pension at the age of 45, usually to begin a new career. Most of the key figures in policymaking in mental health were in the army for years not only as professionals but also as soldiers. They are very institutionally oriented in the way they perceive people, needs, and aspirations and, as such, are limited in their ability to understand what the citizenship of disabled people means. 4. university programs and basic training: The field of psychiatric rehabilitation includes both professionals and nonprofessionals. The professionals are from a broad range of disciplines including social workers, occupational therapists, nurses, and psychologists. They work in rehabilitation practice in general, without having a specific background or training in psychiatric rehabilitation knowledge. Israel has not had training programs in this specific domain. Universities have traditionally put very little emphasis on disability study as a domain of expertise, and only a few researchers are engaged with these issues. The recovery paradigm is yet to become a dominant concept in mental health training programs.
Fortunately, a few new such programs have just begun. 5. Politically based practice: Israel does not invest enough resources in data collection, outcome studies, and action research. It is difficult in such a context to build a new value base related to practice activities. Without objective and subjective descriptions of the changes, old ideologies and practices endure without being challenged. From this perspective policy and practices are based on the desires of powerful interest groups Consumers/users interests are still weak despite recent developments. This fact is a serious barrier to the implementation of the recovery paradigm.
The Relevance of Recovery to Mental Health Social Work
Like psychiatry, mental health social work is practiced across the range of care and control. Unlike psychiatry, it has been less committed to the chronicity model and more open to deinstitutionalization, community-based mental health, psychosocial approaches, and, more recently, to the strengths and empowerment approaches [58] . However, it continues to have less power than psychiatry and often perceives itself as being less powerful than other professions in the field of mental health. In all four countries, mental health social workers participate in risk assessment and management [59-60], care management, benefits provision, and some family and community work [14] . Likewise, they often work in multidisciplinary teams, although in some countries they may be found only in the statutory sector (e.g., England), while in others they are working in both the not-for-profit and the statutory sector (e.g., Australia, Canada, Israel).
The rediscovered concept of recovery and the practice associated with it should appeal to mental health social workers because of the affinity between social work values and practice and the principles of recovery, such as the focus on the self-agency of the service user, the use made of the psychosocial approach in the practice of recovery, and the emphasis placed on the mobilization of community resources. Yet there is an urgent need to explore the obstacles and opportunities for mental health social workers to engage in the formulation of recovery policy within the context of the overall mental health policy and especially in leading the implementation of these policies in all four countries. For example, all British mental health social workers have the legal duty and power to assess and recommend compulsory admission, which brought them power, some prestige, and some financial gains. However, this came at the cost of curtailing most of their more therapeutic and innovative work [61] .
Involvement in recovery work has the potential to change some of this. It is very encouraging to see the development of recovery-focused mental health policy and services in all four countries. To a significant extent, these changes have been driven by users who have educated many of us about the realities of how they survive and thrive in the community. It remains to be seen, however, if mental health systems and professionals can significantly shift their attitudes and practices to work more effectively in a truly client-centered approach that emphasizes not only recovery but also strengths, empowerment, community, informal support, and social inclusion. 
